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PREEIX ‘ (EACH DEFICIENCY MUST BE PRECEOED BY FULL [ PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY DR LSC IDENTIFYING INFORMATION) | TG | cnoss-nnmnmfelg I'Eﬁ CT\!({)L. APPROPRIATE DATG
i DEI o
| ' |
| ool
K 000 | INITIAL COMMENTS | KO0
| |
i A Life Safely Code Survey was conducled by the E :
| State of Tennessee Department of Heallh : :
! Division of Health Licensure and Regulation :
 Offlce of Health Care Facliities survey on !
1 11/13/2017. During this Life Safely Survey, i |' |
 Hartsville Convalescent Cenler was found notin | !
| substantial compliance with the requirements for 1
| participation in Medicare/Medicald at 42 CFR : .
| Subpart 483,70(a), Life Safely (rom Fire, and the | ; |
! related National Fire Protection Association | 5 '
I (NFPA) standard 101-2012. i | ’
: | :
' The requirement al 42 (CFR), Subpart 483.70(a) | [ ,
is NOT MET as evidenced by: i i
K232 NFPA 101 Aisle, Corridor, or Rarmp Width ! K232
§s5=0 ) ‘ 1232 !
: Aisle, Corridor or Ramp Width I L e w iy .
¢ i Ne width ol aisles or corridors (¢lear or
. 2012 EXISTING ! : bstructed) serving os exi '
' The width of aisl rid l | i unobstructed) serving ag exit access shall |
: e width of aisles or corridors (clear or | | beatleast 4 feel & maintained to provide !
i unobstrucled) serving as oXit access shall be at | i the convenient removal of nonambulalony :
least 4 [eet and maintained to provide lhe‘ | | patients on stretchers. except as modified |
| convenient removal of nanambulatory patients on | { by 19.2.3.4, exceptions 1-5 |
" stretchers, excepl as modified by 19.2.3.4, ] | L.The swing on the front parch has been
| exceptions 1-5, | : Removed |
119.2.3.4,19.2.3.5 i | 2. Residents have been made aware of the 123001
| This STANDARD is not mel as evidenced by: i i need o remove the swing sty
| Based on abservallons, the facility failed to | i 3 StafThave been made aware of the need to
| maintain the means of egress. i [ remave the swing fram the [ront poreh 1
! ! ;{ The NHA will monitor the placement of :
_ - : el , furniture on the front porch la ensure egress i
| The findings included; ’ + is not prohibitive when removing a msﬁ(em [
[ . onasirelcher, The 4 riowed by
| Observation on 11/13/2017 at 8:48 AM, revesled | I e OABLIOA commins o oo raviewed by -l
. : . ¢ ilee for [ quarter. ¥
' @ swinglng chair mounted on the front exit porch | ' '
| obstrucling the means of egress. NPFA 101, ! i :
£19.2,3.4 (2012 Edition) i ;’ '.
| { | i
: . |
| Mainlenance slaif and/or the administralor was | [ F
| i i
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K 232 | Continued From page 1 I K232
| presenl when these deficiencies were identified !
i and they were later acknowledged by ke | j
! administrator during the exit conference on ;
1 11/13/2017. '
| ¥
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES | ID PROVIDER'S PLAN OF COQRRECTION {X5)
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i | DEFICHEINCY)
| [ l
K 324 | NFPA 101 Cooking Facililies i K324/ '
58=D| ", ! |
! Coaking Facilities i |
| Cooking equipment is pratected in accordance ! i
| with NFPA 96, Standard for Ventilation Control [
| and Fire Prolection of Commercial Cooking -
| g lass: Residential cooking cquipment are used ,
f ?pE(atlonls, un esfs‘ . for food warming or limited cooking in !
i re;ldentual cooking equipment (lL.e., small accordance with 18.3.2.5.2.19.3.2.52 |'
rl appliances such as microwaves, hol plates, cooking Macilitics open to the corridor in i
toasters) are used for food warming or limited smoke compartments with 30 or fewer patients !
cooking In accordance with 18.3.2.5.2, 19.3.2.5.2 comply with the conditions under 18.3.2.5.3. | T
| * cooking facilities open lo the corrldor in smoka 19.3.2.5.3. or cooking fucilitics in smoke | B3t
' compartments with 30 or fewer patlen(s comply compartments \-\‘Iﬂl'l .30 or fewer patignt |
| wilh the conditions under 18.3,2,5,3, 19.3.2.5.3, | i comply with conditions under 18.3.2.5.4.19.3.2.5.4. 1
or ' i 1. The hood suppression system will 1
| « cooking facilitles in smoke compariments with | ;";.'hccc"::]‘;cl‘ﬂ‘;:i"n?‘fl l‘l'h"cilﬁ':g;)c 'l‘;::‘mg ;
! 30 or fewer palients comply with conditions under : will be added to the naintenance check list ;
18'3'?'5'4' 19,'_3'2'5‘4' , : 1o ensurc the semi annual required clenning !
| Cooking facllities protected according to NFRA S6 i’ Vi conducted ;
| par 9,2.3 are not required o be enclosed as | '3, The NHA and dictary manuger will add the semi |
| hazardous areas, but shall nof be open to the | i annual cleaning requitement Lo their check list |
] corridor. ! 4. The hood cleaning time frame will be reviewed
1 18.3.2.5,1 through 18.3.2.5.4, 19.3.2.5.1 through | by the QAPI/QA commitlee to ensure its
|193.2.6.5,9.2.3, TIA12:2 | completion |
| !
|
|
| |
This STANDARD is nol met as evidenced by, | | j
Based on documenl review, the facility failed lo g '
protect the cooking facilities. I ‘
|
The findings included: 1 i :
!
1, Docurnent review on 11/13/2017 al 10:08 AM, : |!
revealed lhe Select Security fire alarm inspection | !
report dated 10/06/2017 showed the hood i f :
suppression system was nol interconnected with | | |
the fire alarm. NFPA 101, 18.3.2.5.1 (2012 i | ;
Edilion) NFPA 96, 10.6.2 (2011 Edilion) I !
TITLE (X6) DATE
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(X4) 1D [
PREFIX -
TAG |

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST DE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

'K 324 | Continued From page 1

E Edition)

1 11/13/2017,

$5=D ' Maintenance

i

| available.

|
|
|

; malntain the fire alarm,

|
| The findings included:

19.7.5,98.7.7,9.7.8, and NFPA 26

|

i 2. Document review on 11/13/2017 at 10:11 AM,
revealed he facility failed to provide document of

i the semi-annual kilchen hood cleaning
documentation from 2017 and 2016. NFPA 101,

119.3.2.5.3 (2012 Edilion) NFPA 96, 11.4 (2011

|

| Maintenance staff and/or he adminis{rator was
i present when these deficlencies were identified
I and they were later acknowledged by the

! admlnnslrator during the exll conference on

K 34;»1 NFPA 101 Fire Alarm System - Testing and

1 Fire Alarm Syslem - Tesling and Maintenance
| A fire alarm syslem is lested and maintained in
| accordance with an approved program complying
. with the requirements of NFIPA 70, National
| Electric Code, and NFPA 72, Nalional Fire Alarm
| and Signaling Code. Records of system
' acceptance, maintenance and tesling are readily

| This STANDARD is not mel as evidenced by:
¢ Based on document review, the facility failed to

| Document on 11/13/2017 at 10;08 AM, rovealed
| the facility failed to provide documentation thal all
' smoke delectors had been sensilivily lesled

B, WING 11/13/2017
STREET ADDRESS, CITY, STATE, 2IP CODE
649 MCMURRY BLVD
HARTSVILLE, TN 37074
n PROVIDER'S PLAN OF CORREGTION !
 PREFIX (EACH CORRECTIVE ACTION SIHOULD BE { COMPLET ION
| TG CROSS-REFERENCED TO THE APPROPRIATE | PAIE
:' ‘ DEFICICNCY) l
|
| |
1324 '
| |
1
1 |
E I
|
i 1
| E
. i
] |
| I
: |
]
K345] ¢ 345 ‘|
* Fire alorin system-(esting & mainlenance '
i afire glarm system is tested & maintained in '
i aceordance with an upproved program
| complying with the requircments o NFPA70,
| ]:{mmnnl Electric Cade. & NFPA72. National
;  Fire Alarm & Signaling Code. Records of
,  Syslem acccptance. mainicnance & testing, 12-31-17

|
i
|

!

Are rendily available

1.Although (he document was not ot the
facility. the sensitivity test had been
conducied and was emailed to the surveyor
the next day ’
2.The sensitivity test will be added to the
cheek off list in the maintcnance dept

10 cnsure all needed documents afe provided
after the testing of the system
3. The maintenaniee director will provide the
weekly QAPT mesling with the cheek list
indicating when the testing of the system s
1o be done
4, The NHA will revicw the documents during
the monthly/quarterly QA/QATT meeting

|
5

|
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
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NAME OF PROVIDER OR SUPPLIER

HARTSVILLE CONVALESCENT CENTER

| SUMMARY STATEMENT OF DEFICIENCIES
! (EACH DEFICIENCY MUST BE PRECEDED BY FULL
I

K 345 | Continued From page 2

REGUIATORY ORI LSC IDENTIFYING INFORMATION)
|

every other year. NFPA 101, 19.3.2.5.3(11) (2012
! Edition) NFPA 72, 14.4.5.3.2 (2010 Edition)
|

’ Maintenance staff and/or the administrator was I'
| present when these deficiencles were Identified |
i and they were later acknowledged by the |
| administrator during the exit conference on 1
| 11/13/2017. !

|

I

K 351 | NFPA 101 Sprinkler System - Installation
SSob |

i Spinkler Syslem - Installalion :
| 2012 EXISTING i
| Nursing homes, and hospitals where required by -
I construclion type, are protected throughout by an |
. approved aulomalic sprinkler syslem in
i accordance with NFPA 13, Standard for he
I Installation of Sprinkler Systems. '
i 1n Type | and i construction, allernalive protection '
' measures ate permitted to be substituted for ;
: sprinkier protection in specific areas where stale
! or local regulations prohibil sprinklers, :
{ In hospitals, sprinklers are nol required in clothes
| closets of patient sleaping rooms wherae the area f
| of {he closet does nol exceed 6 square feet and |
| sprinkler coverage covers the closat footprintas |
| required by NFPA 13, Standard for Installalion of !
Sprinkler Systems, é
119.3.5.1, 19,3,6.2, 19.3.5.3, 19.3.6.4, 19.3.5.5, i
1 19.4.2. 19.2.5.10, 9.7, 9.7.1.1(1) |
' This STANDARD is not mel as evidenced by:
. Based on observation, lhe facllity failed (o install
the required sprinklers.

| The findings included:

| Observation on 11/13/2017 at 9:45 AM, revealed
i no sprinkler in the medication cart alcove by (he
| upstalrs nurse's station. NFPA 101, 19.3.5.1

(X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
A. BUILPING 01 - REAR BUILDING COMPLETED
ke 11/13/2017
STREET ADDRESS, CITY, STATE, ZIP CODE
649 MCMURRY BLVD
HARTSVILLE, TN 37074
[s) I PROVIDER'S PLAN OF CORRECTION { (xn
PREFIX (EACH CORRECTIVE AGTION SHQULD BE | COMPLETION
TAG | CROSS-REFERENCED TQ THE APPROPRIATE | DATE
i DEFICIENCY) '|
f |
K 3455 !
' i
' |
‘ ]
i i
i |
F |
| |
l :
I I
!
K 351 :
i’ K 351 . I
| §.Nursing homes, & hospitals where required by
| Consiruction tvpe. are protecied throughout :
" By o approved nutomatic sprinkler system .r
{ In tecordance with NFPA13. Standard for the :
; Installation of Sprinkler systems, In type | & !
! 11 construction. alicrnative profection measures
, are permitted to be substituted for gprinkler :
. protection in specific nreas where stale or f12-31-17
i local regulations prohibit sprinklers. In :

: hospitals, sprinklers are not required in
i elothes closets of patients slecping rooms
whote the area of the closel docs not exceed
6 square feet and sprinkler covernge covers
the closet footprint as required by NFPA 13.
Srandard for installation ol sprinkler systems
2.A sprinkler will be added o the medication
eyt areq by the upstairs nurses station,
3. The additional sprinkler will be ndded ta the
fucility sprinkler sysiem o be inspected/iested
per requirements
4.The additional sprinkier wil) be added to the
weckly QAP meeting agenda Lo be reviewed
" afer complelion

FORM CM5-2567(02-88) Previous Vaisions Obzolale

Evant i0:4ZDi21

Facilily ID; TNBGO1

If conlinuation sheel Page 3of 7



12-07-17; 111 41AM;

DEPARTMENT OF MEALTH AND [HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

J615-374~8308

# 25/ 30

PRINTED: 11/16/2017
FORMAPPROVED
OME NO. 0938.0391

]' Corrldor - Doors
2012 EXISTING

" Doors protecting corridor openings in other than

' required enclosures of verlical openings, exits, ar

’I hazardous arcas shall be substantial doars, such

| as hose constructed of 1-3/4 inch solid-bonded

| core woad, of capable of resisting fire for at least

i 20 minutes. Doors in fully sprinklered smoke

| comparltnents are only required to resist the

, passage of smoke. Doors shall be provided with &

| means suitable for keeping the door closed.

! There is no impediment Lo (he closing of the

l doors, Clearance belween bollom of door and

i floor covering is not exceeding 1 inch, Roller

! lalches are prohiblled by CMS regulalions on

i corridor doors and rooms confaining flammable

| ar combustible materials. Powered doors

| complying with 7.2.1.9 are permissible. Hold open

| devices (hal release when the door is pushed or

| pulled are permilted. Nonrated prolective plates

| of unlimiled height are permitted. Dulch doors

i meeling 19.3.6.3.6 are permilted.

' Door frames shall be [abeled and made of sleel

: or other materials in compliance with 8.3, unless

| lhe smoke compartmenl is sprinklered, Fixed fire
window assemblies are allowed per 8.3. [n

| sprinklered compariments there are no

i restrictions in area or fire resistance of glags or

1

required enclosures of verlleal apenings, exils, or
hazardous areas shall be subslantial doors, such
ag hose constructad of 1-3/4 Inely solid-bonded
core wood, or capable of resieting (ire for at least
20 minules. Doors In Tully sprinklered smoke
comparimenis are only requlrad (o resist the
passage of smoka. Doors shall be provided with a
means suitable for kaeplng the door closed.
There is no impediment to the closing of the
doors, Clearance betwoan bollom of door and
floor covering is not exceeding 1 inch. Roller
lalches are prohibited by CMS ragulalions on
corridor doors and rooms contalning llammable
or combuslible malerials. Powarad doors
complylng with 7.2,1.9 are pormiselbla, Hold open
devices that relemse when thae deor is pushed or
pulled are permilied. Nonrated protactive plates
of unlimited helght are permitted. Duteh doors
meeling 19.3.6.3.6 are permlltad.

Door lrames shall ba labaled and made of sieel
or olher maleriala in compliarice with 8.3, unless
tha smola comparliment Is sprinklered. Fixad fire
window assemblies are allowed per 8.3, In
sprinklered compartiments there are no
restriclions In area or [ire reslslance of glass or

[ STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X7) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORREECTION IDENTIFIGATION NUMBEI: A BUILDING 09 - REAR BUILDING COMPLETED
s 11/13/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
649 MCMURRY BLVD
LE CONVALESCENT CENTE
HARTSVIL N R HARTSVILLE, TN 37074
X4 | SUMMARY STATEMENT QF DEFICIENCIES i 0 PROVIDER'S PLAN OF CORRECTION 5)
PREFIX [ (EACH DEFICIENCY MUST 8C FRECEDED BY FULL i PREFIX | (EATH CORRECTIVE ACTION SIHOULD BE COMPLETION
TG | REGULATQRY OR (SC IDENTIFYING INFORMATION) LTAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
| ! f DEFICIENCY) '|
é | !
K 351 | Conlinued From page 3 K351 |
, (2012 Editlon) NFPA 101, 9.7.1.1 (2012 Edilion) { ' |
- NFPA 13, 8.1.1 (2010 Edition) | ; X
I ' |
Main{enance staff and/or the administrator was 5’ ’
present when these deflclencies were idontified l
and they were laler acknowledged by the |
t administralor during the exit conference an !
[ 11/13/2017. E
. 1
K 363 | NFPA 101 Corridor - Doors K363: Corridor - Doors
§8=D: | | 2012 EXISTING
1 Doors protecling corridor oponings |n olhker than
|
.I
1.
|

|

EORM GMS-2667(02-89) (ravious Vorsions Obiolele

Evanl JD1420)21
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1

DEPARTMENT OF HE/-\LTI:{ AND HUMAN S%RVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 01 - REAR BUILDING COMPLETED
445256 B. WING M/13/2017
"“NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
649 MCMURRY BLVD
HARTSVILLE CONVALESCENT CENTE
R HARTSVILLE, TN 37074
(Xd) D | SUMMARY STATEMENT OFf DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ! x5)
PREEIX | (EACH DEFICIENCY MUST BE PRECEDED DY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD R | comrLeTion
e | REGULATQRY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATG | DATE
| DEFICIENCY) :
| |
(363 | Conlinued From page 4 K 363
frames in window assemblies.
119.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483, | |
and 485 K 363 '
| Show in REMARKS details of doors such as fire ‘ .
protection ratings, aulomalics closing devices, 2, The aetivity olTice door will be repaired to
etc. i resist the pussuge of smoke ' |
I This STANDARD is nol met as gvidenced by: 1 3. The repaired door will be reviewed by the 155, 17
| Basad on observations, the facility failed to | E’A]P' during cllhslr \\'cc.hli' mcdcc;nzjg ]
mﬂintain lhe CorridOf dOOfS, | \t repalre oor will be added (o the
l Quarierly QA/QAPI apenda 1o be review '
The findings Included: . !
Observation on 11/123/2017 al 11:06 AM, revealed | 4
the door to the aclivity diraclor's office did not } i
resist the passage of smoke (gap larger than % | J l
| inch at the lop of the door), NFPA 101, 18.3.6.3 i
| (2012 Edition) |
i : |
 Maintenance staff andfor the administralor was | : J
| present when these deficiencies were identified
and they were later acknowledged by the
adminisiralor during the exit conference on
11/13/2017.
K 918 | NFPA 101 Electrical Systems - Essential Electric K918
ss=p | Sysle | Electrical Syslems - Essonllal Electric Syslam :
| Malntenance and Tasling i
. . B - The generalor or othar alternale powor seurca :
Ele_ctrlcal Syslenc]sT l:“ssentlal Eleclrlc System and Besaclatad aquloment Is capable of Suppling
Maintenance and lesling setvice wilhin 10 soconds, If the 10-second 1
The generalor or olher allernate power source ctiterion is not met during the monlhly lest, a o
and associated equipment is capable of supplying process shall be provided ta annually confirm this | |
service within 10 seconds, If the 10-second cMa;ala:JIIlly for lhedllre Elafely and crltical branches, |
G e L alntenance and tastlng of ihe generalor and :
criterion is not met during the monthly lest, a | | ransfer swilchas are performed in accordance |
process shall be provided (o annually confirm this L | with NEPA 110, B
capabilily for (he life safety and critical branches. | | Generator sels are inspaclad weekly, exercised ' |
| Malntenance and tesling of the genetalor and [ :
transfer switches are performed in accordance i 1
| with NFPA 110. r i
| Generator sels are inspecled weekly, exarcised i :
i I
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K 918 | Continued From page §

i under Joad 30 minutes 12 times a year in 20-40

: day intervals, and exercised onca every 36

| months for 4 continuous hours. Scheduled test |

! under load conditions Include a complete ]
simulated cold slarl and autamatic or manual |
{ransfer of all EES loads, and are conducled by
competent personnel, Maintenance and tesling of

| slored energy power sources (Type 3 EES) aro in |

' accordanca with NFPA 111, Main and feeder

|

cireuit breakers are inspacted annually, and a
| program for periodically exerclsing the i
| components Is established according o |
| manufacturer requirements. Writlen records of |
| maintenance and tosting are malntained and |
. readily available. EES eleclrical panels and i
| circuils are marked and readily Identifiable. ]
| Minimizing the possibility of damage of the
i amergency power source is a design
i consideration for new installations.
|6.4.4,6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA
£ 111, 700,10 (NFPA 70)
! This STANDARD is not met as evidenced by;
i Based on records review, the facllity failed lo
] maintaln the generator.

I The findings includad:

| During the records review on 11/13/2017 at 10:20
| AM, the facility falled to provide documentatlon of
i an annual load bank tes( conducted during 2016.

| Natlonal! Fire Proleclion Associalion (NFPA) 101,

| 19.5.1 (2010 Ed.) NFPA 101, 8.1 (2010 Edition)

| NFPA 101, 9.1.3.1 (2010 Edition) NFPA 110, |
; 8.4.2.3 (2010 Edition) [

; Maintenance staff was present when the

deficiency was idenlified and the administrator
acknowledged the deficlency during the exit
conference on 11/13/2017. [

2.A load bank test will be conducted during
2016 to meet the requircments

3. A load bank test will be added 1o the maintenance’
!Dircclm‘s checklist responsibility to ensure required test

{Are conducted as required i

*4, The test will be reviewed during the quarterly 1
!Q/\/QAPI mecting for | quarter 11231417

i
|

¢
1
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